I am about to discuss with you the treatment of antral abscess as the result of alveolar dental abscess, which we as dentists are most frequently called upon to deal with. With antral abscess, as with other diseases, different practitioners employ different methods by which they arrive at the same results.
I have endeavored to formulate the teachings of my experience, together with what I have read on this subject that seemed practical and to the point, and I give it to you with the earnest desire that you shall discuss it freely.
Before entering into the details of this subject, it may be well to review a portion of the anatomy and physiology of the antrum and the parts associated with it, for the purpose of refreshing our minds. There are many lesions which the antrum is heir to, but the one most frequently met with is the result of a broken or abscessed tooth, usually a second bicuspid or first molar. There may not be any great amount of pain in the teeth, but there is a sense of fullness, a pressure in the face which, as the engorgement increases, becomes almost unbearable. A sense of fullness and pain is also very pronounced in the frontal sinus.
With these symptoms in view, the first consideration is to remove the root or tooth, which we wiU suppose has abscessed, the pus from which has found its way into the antrum.
This will usually afford an opening through which the accumulation of pus will find an outlet, whereupon the pain in most cases will subside; but the treatment does not end here, for until nature has made the necessary repairs the secretion of pus will continue, and it is imperative that the opening be large enough to acommodate a tube of gold or silver, which shall be at least one-quarter of an inch in diameter. After the drainagetube is in place, a clasp-plate should be adjusted to the adjoining teeth, which will serve to keep food from finding its way into the antrum.
In cases where trouble has existed for some time prior to treatment, necrosis is very liable to be present, and should be carefully looked for. If there should be any, it is usually found near the tooth or root which has given rise to the trouble, and in this location is easily removed by use of the dental engine. If necrosis is suspected of having made any progress within the antrum, a simple means of detecting it is to stuff the cavity full of absorbent cotton, allowing it to remain until it has swollen by the moisture it will absorb, until it fills the cavity in every part, when it may be removed.
If there be no necrosis, the cotton will not pull apart and catch on to the walls of the antrum, as the mucous membrane will be unimpaired and there will be no exposed and rough surface of the bone to become entangled in the fibres of the cotton, as would be the case should necrosis exist. However, anyone with sufficient experience can with a probe readily detect necrosed bone, but I consider the cotton, in the hands of the inexperienced, the safer and more reliable. 
